them into the category of Raynaud's disease, which was known to be related to vascular spasm or dilatation. Its occurrence at the ends of the extremities also seemed to bring it into the class of toxtemias, because in these parts toxins or blood alterations had more effect on the fibroblasts and plasma-cells than in any other place, since the circulation was delayed in that position. It was difficult to know what was the character of the toxtemia, but if more was known about the organo-therapy of the various internal secretions, it might be possible to find the source of toxoemia in some derangement of internal secretory organs.
Case of Thoracic Aneurysm in a Boy.
THE patient, J. T., aged 14, was admitted to Brompton Hospital on May 5, 1909, complaining of breathlessness and palpitation. He had scarlet fever at 4 and measles at 5 years of age. When aged 8 he had a sore throat and cough, and was then said to have valvular disease of the heart. Since this time the patient has been subject to periodic attacks of breathlessness and palpitation and on the whole has been getting worse. His mother and three sisters are healthy; his father suffers from heart disease.
The patient is a pale, undersized boy; there is a scar of an old harelip and he has a cleft palate. Slight cyanosis and clubbing of the fingers are present. There is a marked bulging of the precordium mainly to the left of the sternum. The whole precordium pulsates. Pulsation is visible in the fourth, fifth, sixth, and seventh left intercostal spaces, in the first, second, and third right spaces, and in the abnormal tumour in the neck.
The apex-beat is in the sixth left space 5 in. from the mid-sternal line, and is heaving, rapid, and localized. In the neck, in front of and to the right of the trachea, is an expansile tumour, extending for 14 in. above the mid-sternal notch, and limited to the left by the sterno-mastoid, while, on the right, part of the tumour appears to disappear under the clavicle and part sweeps up under the right sterno-mastoid in-the position of the right carotid. A marked systolic thrill is felt over the tumour and at the base of the heart. The area of cardiac dullness is increased; there is dullness over the manubrium and 12 in. to the right of the sternum in the first space. At the apex is a blowing systolic murmur well conducted to the angle of the left scapula; over the sternum and over the pulmonary base is a typical to-and-fro aortic murmur. At the aortic base and in the first space is a harsh, grating, to-and-fro murmur. Two harsh systolic sounds are heard over the pulsating tumour.
The pulse is rapid; sphygmographic tracings show a typical aortic regurgitant pulse. At the base of the left lung the breath-sounds are weak. The right pupil does not react so briskly as the left. There is not any tracheal tug. The blood-pressure is 170 mm. Hg. The bloodcount is normal. On May 20 the patient developed a pleural effusion on the right side, and 20 oz. of simple serous fluid were aspirated.
A skiagram was taken by Dr. Greg, who stated that the tumour was an aneurysm.
The patient was discharged on July 9 and has since attended as an out-patient. The tumour now appears to have considerably increased in size, and this opinion. has been confirmed by a second skiagram taken on October 25.
DISCUSSION.
Dr. F. PARKES WEBER said that instead of tracheal tugging there was with each expansion of the aneurysmal tumour a slight upward movement of the trachea and larynx. He had only seen this "inverse trachea sign" described in one case of aneurysm. The trachea, instead of being pulled down, was pushed up (though only very slightly) by the expansile movement of the aneurysm.
Dr. HEZRRINGHAM asked whether it was really an aneurysm. The continuous thrill in the present case was what he had only experienced in cases where there was a communication between arteries and veins, such as a communication between the aorta and the superior vena cava. There were many points against it being aneurysm, and he did not think the swelling in the neck was proved to be aneuirysm at all. Professor Osler described a case in which a similar swelling was operated upon and found to be merely a venous enlargement; this was a possible view in this case, the pulsation being conveyed into the vein. It was true there were no dilated veins, unless that was one.
Dr. ROLLESTON suggested that possibly there was an aneurysm of the ductus arteriosus, such as Dr. E. W. Willett had reported' in a child aged 4.
Dr. MORLEY FLETCHER suggested that probably the patient had some congenital morbus cordis. The relatively high erythrocyte count supported that view, especially as there was free aortic regurgitation. I mrans. Path. Soc., Lond., 1892, xliii, p. 38.
Dr. HALE WHITE asked whether the patient had had congenital syphilis, for if he had not it was an argument against the swelling being an aneurysm.
Dr. NORMAN DALTON thought there must be some arterial degeneration present, because in the carotids there was the remarkable bend forwards which was found in arteriosclerosis in older people.
Dr. MAcNALTY, in reply, said he had not observed the upward movement of the trachea. If the case were one of arterio-venous aneurysm, as suggested by Dr. Herringham, was it not likely that there would be a continuous murmur ? He believed the murmur in such cases had been compared to the sound caused by a fly captive in a paper bag. He had carefully auscultated the boy on many occasions, and had never found the murmur continuous; moreover, as the President had remarked, there was no dilatation of the veins. It might be a case of congenital heart disease. He had not had a Wassermann reaction done. The mother gave no history of miscarriages, and the boy had no signs of congenital syphilis. He did not note the fact mentioned by Dr. Dalton as a sign of arteriosclerosis. Le Boutellier collected the records of sixty cases in the American Journal of Medical Sciences of aneurysm under the age of 20, and eighteen of them were thoracic aneurysms. In the case which he himself described the patient was all right up to the age of 4, and then had rheumatic fever and joint pains. The present boy was well until 8 years of age, when he had sore throat-possibly rheumatic.
Case of Rheumatic Spondylitis with Torticollis and Subluxation.
By #T. H. OPENSHAW, C.M.G., M.S. F. W., AGED 11. The history is as follows: The patient was always delicate. He has a mitral systolic murmur at the apex. He has had scarlet fever, whooping-cough, and measles. In 1907 he was laid up for three months with rheumatic fever, and in January, 1909, he had a second attack. During the last attack, while in bed, his head gradually became twisted to the right, as is now seen.
He first attended at the Royal National Orthopaedic Hospital on August 3, 1909. The face was rotated to the right to an angle of 30 and dropped to the left, so that the tip of the right mastoid was 1U in. higher than the tip of the left. The cervical spine was rotated to the right, and the transverse processes of (probably) the second and third were very prominent. The transverse process of the axis was also distinctly prominent. The left shoulder was elevated. No movement of the cervical spine was possible. The head was rigidly fixed in
